
Official Journal of the International Academy of Integrative Anthropology

DOI: 10.31393
ISSN 1861-031Х
eISSN 2616-6208

Biomedical and Biosocial
Аnthropology

№ 43, 2021

Scientific peer-reviewed journal in the fields of medicine, biology, anthropology, ecology,
health care organizations, medical economics

Published since 2003
Periodicity: 4 times a year

Aleksandrów Łódzki · 2021



ORIGINAL ARTICLES



ORIGINAL ARTICLES

Biomedical and Biosocial Anthropology

Founders: Public organization "International Academy of Integrative Anthropology", Polish
representation of the Public Organization "International Academy of Integrative Anthropology" and
National Pirogov Memorial Medical University, Vinnytsya

Registered on 21.09.2020 in the ISSN Registration Department of the People's Library, Warsaw,
Poland

Chairman of the editorial board - Moroz V.M. (Ukraine)
Vice-Chairman of Editorial Board: Ks. Stasiak Jacek (Poland); Soboń Janusz  (Poland)
Responsible editor - Gunas I.V. (Ukraine)
Secretary - Seleznyova Ruslana (Poland)

Editorial Board Members:
Adarsh Kumar (India); Byard Roger (Germany); Bornstein Natan (Israel); Dgebuadze Maia (Georgia);

Juenemann Anselm (Germany); Graeb Christian (Germany); Gulmen Mete Korkut (Turkey); Rejdak
Robert (Poland); Rogozińska-Mitrut Joanna (Poland); Maievskyi Oleksandr,  (Ukraine); Sarafinyuk
Larisa (Ukraine); Serheta Igor (Ukraine)

Editorial council:
Bulyk R.Ye. (Ukraine); Chaikovsky Yu.B. (Ukraine); Dmytrenko S.V. (Ukraine); Furman Yu.M. (Ukraine);

Guminskiy Yu.Y. (Ukraine);  Gzhegotskyi M.R. (Ukraine);  Janiszewski M. (Poland); Mateshuk-
Vatseba L.R. (Ukraine); Mishalov V.D. (Ukraine); Mostoviy Yu.M. (Ukraine); Oliinyk I.Yu. (Ukraine);
Pogoriliy V.V. (Ukraine); Prokopenko S.V. (Ukraine); Puchlik B.M. (Israel); Shepitko V.I. (Ukraine);
Shkolnikov V.S. (Ukraine); Shutz Yu. (Germany); Vasylenko D.A. (Ukraine); Włodzimierz Ziółkowski
(Poland); Yoltukhivskyy M.V. (Ukraine)

Approved by the editorial board of the journal "Biomedical and Biosocial Anthropology",  protocol
№6 from 22.06.2021

Indexation: CrossRef, elibrary.ru, Google Schoolar Metrics, National Library of Ukraine Vernadsky

Address editors and publisher:
pl. T. Kościuszki, 28,
Aleksandrów Łódzki, Poland, 95-070
Tel.: +48 (42) 276-55-85
E-mail: seleznevaruslana@aol.com

Technical support - Klopotovska L.O., Gunas V.I.,
Levenchuk S.S., Parashuk O.I.
Scientific editing - editorship

The site of the magazine - https://bba-journal.com



CONTENT

4

Shamrai V. A., Misiurko O. I., Grebeniuk D. I. Dynamics of changes in the main indicators of
reproductive health of women receiving chemotherapy for malignant breast tumors .......................................... 5

Kushta A. O. Prevalence of nutritional deficiency in patients with oral and oropharyngeal cancer ................... 13

Verba A. V., Moskaliuk O. V., Zvenigorodska G. Yu., Dovgan I. I., Verba N. A., Babiy V. Yu.
The place of forward surgical teams in the system of medical support of the Defense Forces of Ukraine ........ 18

Obadeh Bassam Abdel-Rahman Al-Qaraleh, Dmytrenko S. V., Kondratiuk А. І., Golubovsky I. A.,
Rekun T. O.  Girth body sizes in men with psoriasis of different somatotypes............................................... 24

Dudnyk V. M., Pasik V. Yu. Secretory leukocyte protease inhibitor as a marker of proinflammatory
response in children with community-acquired pneumonia ............................................................................ 29

Khasawneh Ahmad Raed Transverse body sizes in men and women with seborrheic dermatitis of
varying severity ........................................................................................................................................... 34

Hodovan N. L. Evaluation of changes in instrumental and biochemical markers of heart diseases in patients
with bladder cancer under the condition of intravenous and intravesical doxorubicin administration ................. 40

Kalnysh V. V., Shvets A. V., Trinka I. S., Pashkovskyi S. M., Koval N. V., Slobodyanyuk D. V.
The effectiveness of the process of restoring the functional status of servicemen who were in the area
of the Joint Forces operation ....................................................................................................................... 45

Nabil Basim Yousif Haddad, Dmytrenko S. V., Chernachuk S. V., Shapoval О. М., Mykhalchuk M. A.
Girth body sizes in men with benign nevi ..................................................................................................... 54

Petrushenko V. V., Grebeniuk D. I., Kot A. O. Hernioabdominoplasty after obstetric and gynecological
operations in obese patients ........................................................................................................................ 62



Hernioabdominoplasty after obstetric and gynecological operations
in obese patients
Petrushenko V. V., Grebeniuk D. I., Kot A. O.
National Pirogov Memorial Medical University, Vinnytsya, Ukraine

Statistics on the healing of obstetric and gynecological laparotomies with the formation
of postoperative ventral hernias indicate a correlative and pathogenetic link with
abdominal obesity in these patients, and inflammatory complications of subsequent
corrective hernioplasty often have the same cause. The aim of the study was to improve
the clinical and aesthetic results of surgical treatment of patients with hypogastric
postoperative ventral hernias and scarring of the anterolateral abdominal wall on the
background of abdominal obesity. The work is based on the analysis of paraoperative
studies of 30 patients. The main group consisted of 19 patients who had umbilical-
hypogastric postoperative ventral hernias of various sizes and locations after lower
laparotomies or laparoscopic interventions. The comparison group included 11 patients
who had only soft tissue deformities of the anterior abdominal wall without aponeurotic
defects and hernias. Statistical processing of the results was performed using the
software "Statistica 6.1". During the analysis of the obtained data it was found that
parahernian excess tissues of the anterolateral abdominal wall after obstetric and
gynecological operations have mainly supraaponeurotic localization and metric
characteristics determined by the set size of the hernia, the severity of surrounding
fatty layers and fibro-scar components. When performing hernioabdominoplasty in the
conditions of ALAW obesity in patients with umbilical-hypogastric postoperative ventral
hernias, sound tactics of dermolipectomy/fibrolipectomy were introduced in combination
with abdominoplasty. This combination of surgical interventions reduces the incidence
of local complications of hernia surgery to 4.5 %.
Keywords: postoperative hernias, obesity, dermolipectomy, hernioabdominoplasty.
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Introduction
Statistics of healing of obstetric and gynecological

laparotomies with the formation of postoperative ventral
hernias (POVH) indicate a correlative-pathogenetic link with
abdominal obesity (AO) of these patients, and inflammatory
complications of subsequent corrective hernioplasty often
have the same cause [14, 17]. The substrate of their
occurrence are adjacent adipose tissue with its own pro-
inflammatory properties [11, 13], and not eliminated by
herniation fibro-scar changes around the formed POVH -
hidden reservoirs of latent bacteria that can re-initiate
purulent-inflammatory process in the aponeurotic plastics
zone [9, 12, 15]. In this regard, laparoscopic technologies
still have significant limitations in the treatment of POVH
and do not significantly reduce the overall rates of local
complications, which in comorbid AO reach 25-30 % [2, 6,
8, 18]. Thus, surgical rehabilitation of patients with POVH
with "excess" parahernial tissues is really associated with

high risks of local complications and needs further
improvement.

Hernioabdominoplasty (HAP) as a more correct method
of surgical treatment of hypogastric hernias of previously
operated obese women involves reconstructive intervention
not only in the muscular aponeurotic layer (MAL), but also
the soft tissue segment of their anterolateral abdominal
wall (ALAW) in conditions of fat-related excess. But modern
HAP with excision of surrounding "excess" and scarred
tissues is usually performed without prior pathometric
assessments, beyond any standards and based only on
subjective inferences. Recently, from different clinical and
pathogenetic positions, the therapeutic and prophylactic
expediency of the calculated removals of parahernial tissues
during open hernioplasty, including in POVH [5, 7, 11]. This
paper substantiates the practical algorithms of preoperative
studies of tissue excesses of deformed ALAW in women
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and rational principles of their elimination to perform
effective HAP.

The aim of the study was to improve the clinical and
aesthetic results of surgical treatment of patients with
hypogastric POVH and scarring deformities of ALAW on
the background of abdominal obesity.

Materials and methods
The work is based on the analysis of paraoperative

studies of 30 patients aged 26-54 years.
The main group (MG) consisted of 19 patients who had

umbilical-hypogastric POVH of various sizes and
localizations after lower laparotomies or laparoscopic
interventions. The comparison group (CG) included 11
patients who had only soft tissue deformities of ALAW without
aponeurotic defects and hernias.

Most of the women in the study group (n=27) were
overweight with a body mass index >30 kg/m2 and signs of
"excess" adipose tissue ALAW of varying severity, including
in the presence of polyetiological obesity I-III degree and/or
AO with mostly subperitoneal fat deposits. The main criterion
for ALAW obesity was considered to be its subcutaneous fat
thickness >4 cm, because even with increased weight and
abdominal circumference >90 cm observed women with
normal subcutaneous fat on the background of increased
amounts of visceral fat only on ultrasound [18]. Components
of total parahernial excess in MG patients were considered
as pre-existing "ballast" adipose tissue ALAW (sometimes
with visible "cellulite" changes as a manifestation of latent
inflammatory process of subcutaneous fat of the abdomen,
buttocks, thighs), and additional (herniogenic origin) POVH,
formed in the process of hernia expansion with stretching
and inelastic deformation of the surrounding soft tissue
peritoneal sac [19]. Their pathological components were
considered to be skin scars, areas of lysis-fibrous thinning
(ALFT), periligature granulomas or microabscesses,
including fragments of sutures [18]. They were usually
identified along with the aponeurotic defect, the edges of
which were planned to be surgically joined and/or closed
with alloplasty [14, 17]. In all examined women, the total
excess of ALAW tissues in the area of previous obstetric and
gynecological interventions corresponded to the concept of
external abdominal deformity [3, 11, 19]. In MG, among such
deformations, supraventricular protrusions were
distinguished - herniogenic deformations (HD). In CG,
deformities were represented by postoperative cicatricial
deformities (SFD) and ventroptosis ("hernia-free control") -
non-hernia deformities (NHD).

MG patients with POVH (n=19) are distributed depending
on the "centric" hernia gate of their ALAW. The first subgroup
of the main group (1SMG) consisted of 15 patients with
hernias of anterior (odd) areas of medial localization: 12
umbilical-hypogastric POVH had near the projection of the
former white line due to previous interventions due to various
laparotomies and 3 trocar hernias after laparoscopic surgery.
The second subgroup of the main group (2SMG) included 4

patients with POVH of lateral-lateral (paired) areas of ALAW,
formed after iliac-pararectal access and tubo-ovarian
surgery (including performed by surgeons with a previous
diagnosis of "acute appendicitis"). Large hernias had 7
patients with a protrusion area greater than 1 anatomical
area, small POVH on the background of obesity - 4 (3 of
them trocar).

CG included 11 patients with NHD, of whom 3 had only
excess fat deposits, mainly umbilical-hypogastric areas of
ALAW in the form of a sagging abdomen (grade II-III
ventroptosis) without previous history of surgery. The
remaining patients (n=8) had "apron-like" SFD after
laparotomies, mainly due to retracted scars from healed
Pfannenstiel-type accesses without herniation. All CG
patients did not have aponeurotic defects and peritoneal
sac, but were similarly examined for POVH as "hernia-free
control." For aesthetic reasons and by agreement, they
performed various calculated surgical excisions of excess
(including scar) dermlipectomy/fibrolipectomy (DLE/FLE) in
the form of preoperatively marked lipodermal flaps (LDF)
together with abdominoplasty (AP or "mini"-AP) without
reconstructive interventions in MAL [18].

The algorithm of metric studies of ALAW parahernial
tissues before LDF marking, which was planned to be
removed during herniation, initially included determining the
thickness and height of supraaponeurotic folds above the
hernia, determining the perimeter and area of protrusion,
and two diameters of echoed hernia gate. Then, with the
help of planimetric grid, geometric formulas and stereometric
principles [1], supraaponeurotic volumes of hernial
protrusion were determined, followed by deduction of
herniogenic, ie hernia expansion, excess soft tissue [18,
19]. The set of "external" characteristics and dimensions
was compared with the sonometric parameters of the MAL
defect, also assessing the degree of dexterity of the hernia
and the severity of the fixed deformation. In patients with
POVH and diagnosed cumulative parahernial excesses, in
addition to delineating the projection of the hernia gate on
the skin, the size of ALFT was set [10, 11], which, when
marked separately, added ideas about the volume of future
DLE. The latter was usually performed in the first stage of
herniation - as our improved surgical access to the
aponeurotic defect and peritoneal sac with the removal of
the established "excess" and pathological soft tissue
environment. Excision of LDF by standardized ellipso-boat-
shaped block, including with deeper adipose tissue
(paraportal fibrolipectomy (FLEP)) was performed with
devices with a cutting-coagulation effect, thus preventing
postoperative hemo-lymphorrhea and additional risk buildup.
Technical features of DLE and AP simultaneous with different
hernioplastics in volume excisions have been described by
us earlier [11].

At the end of LDF removal or after the aponeurotic stage
of hernioplasty, the "drug" was weighed to monitor the
completeness of the calculated DLE and its correction if
necessary. The latter was more often performed in the case



of eccentrically widespread ALFT, including as a method of
preventive remediation of the area of the next AP. Additional
excision of ALFT was performed before FLEP and surgical
correction of the edges of the MAL defect.

Intra-abdominal pressure (IAP) was measured
transvesically by Iberti-Kron [20] using a central venous
pressure system attached to a Foley catheter. IAP monitoring
was performed during and after all volumetric operations
with DLEP/FLEP+AP, as well as the following day.
Contraperture drainage with low vacuum lasted 1 day, and
the tube was removed after cessation of exudate, often for 2-
3 days. Antibiotic therapy was used according to standard
principles [18, 19]. The intensity of pain in operated women
was assessed on a rating scale of 11 degrees ("Pain Rating
Scale") daily up to 5 days before bedtime and before taking
analgesics [10]. Functional results of operations and
treatment were reflected in the criteria of good, satisfactory
and unsatisfactory assessments [11].

Statistical processing of the results was performed
using the software "Statistica 6.1".

Results
After concomitant use of DLE/FLEP+AP in hernia excision

in MG patients, including those with high POVH, there were
no fatalities or recurrences of hernias. In 1 such patient with
high POVH who had dysmetabolic syndrome (obesity and
type 2 diabetes), after HAP with DLEP+FLEP and the use of
a synthetic implant, a loose paraprosthetic infiltrate was
observed around the allohernioplasty area for a week and
was conservatively removed.

The finding after the introduction of our tactics of
simultaneous DLE/FLEP+AP significant reduction of local
postoperative complications (up to 5 %, p<0.05) from various
herniplasty in patients with POVH with obesity ALAW led to
more detailed clinical and pathogenetic justifications.

The algorithm of preoperative measurements to
determine the rational volumes of removal of parahernial
tissues are given with specific examples in table 1.

Initially, such measurements were performed in
comparison with the symmetrical intact area of ALAW in
patients with 2SMG with "lateral-side" POVH - inguinal-pubic

and lower-pararectal. In them standardly determined the
thickness and height of the skin and subcutaneous folds (if
necessary, the caliper) directly above the protrusion (including
in repositioned hernia) and on the contralateral non-hernia
area ALAW. The supraaponeurotic ultrasound height HD and
its two diameters were sonometrically refined after previous
cutaneous delineation of the hernial protrusion at abdominal
tension and beyond. Based on the obtained data, the area
(in cm2) and volume (V, cm3) of the protrusion, as well as the
hernia V*-excess tissue formed as the difference between
hernia and symmetrical intact areas of ALAW were
calculated.

Preoperative differences in the volumes of
supraaponeurotic tissues V and herniogenic excess tissues
V* (in cm3 and in percent) of 2SMG patients with specific
lateral POVH according to the results of comparisons with
data of contralateral non-hernia areas of their ALAW were as
follows (see Table 1). In a patient with right-sided iliac POVH
of medium size, V* was 99 cm3 (which is about +18 % of
"additional" tissues compared to the left), and in a patient
with right-sided pararectal POVH on the background of grade
III obesity - 397 cm3 (ie +25 % "excess" against the values of
the symmetrical left-pararectal area). It should be noted that
the severity of ALFT after wound healing from previous
laparotomies in these patients were different. In the case of
POVH after a previously performed lower pararectal
laparotomy, when the edges of the "spiegel line"
aponeurosis were sutured with PDS/0 monofilaments, pre-
healing was the primary tension and ALFT was virtually
absent, requiring no additional attention in V* excess
calculations. The need for additional calculations of the
volumetric parameters of significant subcutaneous thinning
arose in a patient with inguinal POVH with pronounced ALFT
(as a result of suppuration with secondary wound healing
after removal of pyosalpinx).

Serially analyzed by us by these algorithm indicators V*
as volume differences in different (primary and secondary)
lateral-lateral hernias revealed some general patterns of
formation of parahernial excesses as "additional" soft
tissues ALAW, in particular, for the formed medium and large
POVH. This made it possible for each of these to derive and

Table 1. Algorithm with the results of comparative measurements of ALAW parahernial tissues in patients with "lateral-side" POVH.

The nature of changes in ALAW
patients

POVH with HD "lateral-side" localizations
of ALAW

Symmetrical areas of ALAW without hernias
and HD (intact)

Ilio-inguinal POVH
medium size

Pararectal (lower) POVH
medium size

Opposite
iliac area

Opposite
pararectal area

Fold thickness (cm) 6 9 5 7

Fold height (cm) 7,2 10,1 6 8

Ultrasound height of HD (cm) 6.5 8.8 5.5 7.5

Protruding diameters (cm) 10 / 13 14 / 16 - -

Area (protrusion) (cm2) 102 176  / 102  / 176

V - tissue volume (cm3) 660 1550  / 561  / 1153

V* - excess (cm3 (%)) +99 (18 %) +397 (25 %) - -
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further use the generalized calculation coefficients of ALAW
surpluses created by hernias with a range of their values
from 0.1 to 0.3. For hernias of medium size, the value of the
excess coefficient is determined in the range of 0.15-0.25;
for large hernias - 0.25-0.35, and for giant - more than 0.35.
Coefficients reduced metric studies, especially in mid-
paramedian POVH in 1SMG, when the symmetrical ALAW
region for comparisons was absent anatomically. The
average values of these coefficients - 0.2 and 0.3,
respectively, for medium and large hernias, thanks to the
principle of extrapolation of the detected pattern [1], allowed
simple measurements of any hernial protrusion simplified
to set V*. A factor of 0.1 was used preoperatively in patients
with trocar POVH who underwent hernioplasty with minimal
DLE/FLEP.

For example, calculated in this way V*-excess ALAW over
the former white line of the abdomen in a patient with
umbilical-hypogastric POVH of medium size on the
background of obesity I degree (used factor 0.2) was
138 cm3, and in a patient with large hypogastric POVH (after
two cesarean section) and third-degree obesity (coefficient
0.3) preoperatively established V* was 1454 cm3 (1610 cm3

minus the volume of ALFT). In both cases, intraoperative
weighing of removed "drugs" coincided with previous
mathematical calculations.

To create conditions for the simultaneous
implementation of AP, a rational method of removing excess
parahernial tissues in POVH we have from different positions
substantiated and used ellipso-boat (vertical or oblique) form
of their excision and crescent-boat (horizontal) - in the middle
and paramedian lobes-submedian hernias with SFD and
ventroptosis. A separate study of the effects of AP in the control
CG showed that DLE+AP as a stand-alone operation without
reconstructive interventions in MAL, does not cause its planar
reduction and significant increases in IAP (63.31±9.19 mm
Hg relative to the normal range of 50-70 mm Hg, p>0.05).
This was a factor in the vagueness noted here (3-4 points out
of 11 possible) and short duration (2-3 days) of postoperative
pain on the PRS scale. Therefore, DLE+AP as additional steps
to the operation of hernioplasty in POVH in MG also did not
adversely affect the oscillations of IAP (76.81±11.93 mm Hg,
p>0.05) and did not significantly burden the "typical" (up to 6
points) pain syndrome, mainly due to surgical closure of the
aponeurotic defect of the hernia gate.

Functional results after one-year follow-up in MG were
as follows: 17 hernia carriers operated with DLE/FLEP+AP
had a good result, 2 patients had satisfactory results (both
with 2SMG). The latter were due to: a feeling of discomfort in
the area of mesh implantation in the first case, and due to
scar pigmentation in the second. There were no
unsatisfactory results, including aesthetic defects or
cosmetic defects.

Discussion
The absence of fatalities and recurrences of hernias

after concomitant use of DLE/FLEP+AP during herniation

in MG patients, including those with large POVH, indicates
the safety of these simultaneous interventions even in
conditions of additional paraoperative risks [14].

The set of data obtained by us showed that the required
parameters measured in the hernia area only with the help
of hands and rulers are close to sonometric. Therefore, in
patients with hernias, volumetric parameters of parahernial
tissues can always be determined by simple ventrometric
examination. The need for ultrasound still arises in most
POVH to clarify the prevalence of ALFT, which is due to the
pathomorphosis of previous healing of the laparotomy
wound on the substrate of which there was a hernia.
Complementing the external measurements of sonometry
with a linear ultrasound sensor also minimized the
subjectivity of the determination of supraaponeurotic height,
corrected the "median" and other dimensions and changes
in the shape of the herniated protrusion and MAL defect,
including in different positions of the patient. The latter was
useful to improve the correctness of LDF markings before
DLE with AP, due to the "sagging" displacement of large
hernias [11, 18]. Ultrasound results also gave additional
reason to believe that herniogenic deformities of ALAW of
varying severity and depth have almost all patients with
POVH, including inconspicuous on the background of
obesity small hernias. Therefore, even in the case of such,
to determine the volume of ballast parahernial tissues
before HAP, it is advisable to use a calculated factor of 0.1
in accordance with the specific size of the small hernia and
the severity of obesity ALAW.

Simultaneous removal of the hernia defect and DLE+AP
provided HAP with a positive mechanical effect on the area
of aponeurotic plasticity by reproducing the effect of its "local
bandaging" with soft tissues connected on top of it without
leaving their excess. And the additional contact density
created in this way between the superficial soft tissue layer
of the operated ALAW and the area of aponeurosis plastics
allowed to avoid the formation of fluid accumulations and
other risks of local complications. This has significantly
reduced the need for post-DLE/FLEP+AP use of anti-
inflammatory painkillers, expensive vacuum drainage
devices, and long-term IAP monitoring. The obtained data
confirmed the previous thesis that the statement of
parahernial tissue excess before herniplasty and the use
of metric estimation algorithm with correctly dosed removal
during herniation are real components of the key to
uncomplicated HAP [16].

Thus, clinically tested DLEP/FLEP+AP in patients with
POVH with manifestations of AO contribute to the therapeutic
and aesthetic effectiveness of hernias after obstetrics and
gynecology, improving the overall results of surgical
rehabilitation and improving the quality of life of such
patients [4]. Calculated removal of parahernial tissues with
simultaneous AP as additions to standard aponeurotic
hernioplasty in various POVH not only eliminates external
deformation, but also prevents postoperative complications.
The combination of the obtained results allows to offer
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HAP also as a general principle of surgical treatment of
patients with umbilical-hypogastric POVH on the
background of ALAW obesity.

Conclusion
1. Parahernial surpluses of ALAW tissues after obstetric

and gynecological operations have mainly
supraaponeurotic localization and metric characteristics
determined by the totality of POVH, the severity of the
surrounding fat layers and fibro-scar components (ALFT),
making up the volume of herniogenic in the range of
15-25 % (with an estimated coefficient of 0.2), with large

hernias - 0.3 (25-35 %) and in the case of giant hernias on
the background of AO>0.35.

2. When performing HAP in ALAW obesity in patients
with umbilical-hypogastric POVH, sound tactics of
technically compatible with standard aponeurotic
herniplasty DLE/FLEP+AP were introduced and the
principle of their implementation was specified: "plastic
without tension and excess tissue". Simultaneous DLE/
FLEP and AP reduce the incidence of local complications
of hernias from 30 % in standard operated hernias with
obesity to 4.5 % (p<0.05) according to the results of MG.
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